
many other painful ailments of an indefinite nature.
In March of this year he was seized with severe headache
which lasted for two weeks. He has the appearance of
a very old man; his heart is enlarged; his radial and
temporal arteries are thickened and hard. His house
is supplied with water from a spring, through lead pipe.The pipe corrodes so much that it leaks and requiresrepair several times each year. The water at the house
contains considerable lead. K.'s urine contains a
large trace of lead.

Mrs. K., fifty-one years of age, wife of W. K., looks
much older. Her hair is completely white. Her skin
is of a grayish pallor.

In the spring of 1900 she had a severe brachial
neuritis. A year later.she suffered from a sharp attack
of lead colic. K. has been warned of the danger of lead
poisoning by Dr. Royal, of Harvard, and myself manytimes during the last few years, but he has only latelybecome a believer and turned from drinking lead water.

A. S., fifty-four years of age, first consulted me in
1904, on account of a troublesome vertigo. His heart
was enlarged; his peripheral arteries thickened and
tortuous ; he liad a pulse of high tension and the urine
of chronic interstitial nephritis. Lead was found in his
urine. For ten years he had been using rain water
stored in a cistern with distributing pipes of lead. A
year later, in 1905, a progressive cerebral degeneration
appeared in S., and he died in the summer of 1900.

Mrs. S-, Harvard, Mass., in middle life, consulted me
several years ago because of recurring pain in the ab-
domen. She had a plain blue line on the gums and was

using water brought to her house through lead pipe.
I warned Mrs. S. and her husband of the danger of
using the contaminated water, but they were skeptical
and clung to the lead pipe. Dr. Royal, of Harvard, tells
me that Mrs. S, has suffered several attacks of brachial
neuritis in the last few years, and that he has had the
water at her house examined for lead, with a positive
result. In spite of these warnings they refuse to
abandon the lead pipe.Mrs. R., forty-six years of age, has lived for ten years
in a tenement house in Shirley, Mass. She suffers
greatly with neuralgic attacks, affecting at various
times the head, face, both brachial regions and the
right crural region. Such treatment as she has received
has been of little use. Her house is supplied with
spring water carried in lead pipe. Examination of this
water for lead is positive.

Mrs. C., seventy years of age, has lived in a cottage
house in Harvard, Mass., since 1891. During much
of that time she has been greatly troubled with "rheu
matism." In the autumn of 1903 she had several
attacks of angina pcetoris. She was very pale, with
swollen ankles and the urine of a chronic nephritis of
moderate degree. The family used water drawn from
a well through lead pipe. Examination of the water
for lead gave positive result, and its use was stopped.
Mrs. C. passed a poor winter with much cardiac distress
and edema of the legs. In the spring of 1904 she got
some relief and has gradually improved since. She
now has the urine of chronic interstitial nephritis, with
a pulse of high tension and good cardiac compensation.
Her life is tolerable.

George II. C., seventy years of age, husband of Mrs.
O, lived in the house now occupied by them from 1850
to 1863, and from 1891 to the present time. He has
been the victim of dreadful headaches for many years
(forty or more). At the time of the discovery of lead
in C.'s well water (1903), he was pale and emaciated
and suffered frequently from severe headaches, lasting
several days at a time. Since the lead water was stoppedhe has improved greatly in health. He has lost his
headaches, has a ruddy color and has put on much flesh.

From 1894 to 1903 Mr. and Mrs. C. passed several
winters in California, being much pleased with the effect
of the change of climate upon themselves, he alwayslosing his neuralgia and she her rheumatism in Cali-
fornia, only to find them again in Massachusetts. Since
stopping the lead wafer they have been as free from
these ills in Massachusetts as in California.

Mrs. C, mother of G. H. C, lived in the same house
with the same water supply, from 1850 until her death
in 1880 at the age of eighty-two years. In 1855 she
began to be troubled with "rheumatism," which
gradually increased, affecting the hands and feet chiefly.
She was completely crippled for the last thirteen years
of her life, having comfortable days and intolerable
nights.

CONCLUSION.

This group of cases is but another illustration
of the many forms in which lead poisoning makes
its appearance, and the various kinds of damage
done by it.

The acute cases are few; the chronic painful
and disabling affections and arteriosclerosis, with
the tilings that go in its train, arc in the majority.

My own experience is one of failure for years to
recognize lead poisoning as a frequent cause of
many of the painful and disabling ills that I have
been called upon to treat. I recall many instances
of vague abdominal troubles, and of painful and
crippling affections of the extremities which the
patient called rheumatism, and for which I had
no better name, that I tried vainly to relieve, and
which may well have been due to poisoning by
lead.

Other physicians may have failed to recognize
lead poisoning as 1 have done. Many people look
upon what they call rheumatism as something to
be endured without hope of relief, and the cause
of their ailment is never discovered. Arterio-
sclerosis comes on insidiously, until some termi-
nal accident occurs, and lead as a possible cause
is rarely thought of. It seems fair to assume,
therefore, that my cases are but a fraction of
those occurring in the same locality, the whole
making a heavy burden of pain and disability
upon the community.

The use of lead pipe for carrying water is com-
mon throughout the whole of rural New England.
The mischievous quality of dissolving load differs,
no doubt, in the waters of different localities and
at different times. But I believe such use of lead
is always and everywhere dangerous, and that the
possibility of serious poisoning ought to be more

generally recognized than it now is.

Boston city Hospital
CLINICAL MEETINGS OF THE STAFF,

MARCH 21 AND APRIL 18, 1907.
LIPOMA OF THE EPIGLOTTIS.

BY T. A. DE BLOIS, M.D.

If you will look over my right shoulder by the aid
of the transillumination lamp, furnished by the better
current tap, I will show you three out of my live cases

which have come up to-night. First is Mrs. L. B., a

patient in the Throat Department, absolutely without
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previous history, as regards syphilis, tuberculosis,
carcinoma, etc. . . . You will observe on the left mar-

gin of the epiglottis a whitish mass. This swelling is
easily compressed, is without pain and is apparently a

cyst of the epiglottis.. 1 only saw if l'or the. first time
to-day. Some day 1 will cut it, or perhaps, on account
of ils juxtaposition to the larynx, I will aspirate it.

(Meeting of Thursday, April 18.) 1 would like to add
a few words about the case which I reported a month
ago, as a cyst of the epiglottis. Yesterday 1 again saw
this case; it had enlarged very much; it had not ruptured
spontaneously as I thought if might; it easily coin-

pressed under pressure wit lithe probe; there evidently
was no fluid there. Besides this, the tumor had be-
come nodulated. From gross appearances, I should
say this was not a cyst, but a fatty tumor, " lipoma."
It might, of course, prove malignant; modulated
tumors frequently arc. Fatty tumors of the air pas-
sages are not so rare. I have reported one; Dr. Farlow
reported two; some unknown Italian, with questionable
veracity, reported thirty. My second case, Miss O. K.,
has tuberculosis of the larynx. You will see the little
yellow masses of tubercular deposit on the epiglottis.
By and by it will break down. But what is much more

important is the tubercular ulcération of flic pillar of
the fauces. This is rare. Of course, the prognosis is
of the worst.

My third case, Mr. X. L., has tuberculosis of the
larynx. He presents the peculiarity of having both
the pyriform swelling of the arytenoids and the inter-
arytenoid proliferation of tuberculosis. This will so
affect him that he will lose the power of swallowing
solid food much earlier than if he had the single lesion
either on the intcrarytenoid space or else on the
arytenoids; either one of these is rapidly fatal.
But perhaps my friend, Dr. Leland, can give a more

hopeful outlook from his varied experience.
1. A CASE OF SLOW-ÜUOW1N0 ANEUKISM OF THE AOUTIC

AUCH. II. PONTINE HEMORRHAGE. III. ANEUKISM
Of BOTH CAROTIDS. IV. PROFOUND ANEMIA AND

PURPURA. V. A CASE OF CARCINOMA INVOLVING THE
THYROID GLAND. VI. A CASE OF ACUTE RHEUMATISM
WITH MIXED ERYTHEMATOUS AND PURPURIC ERUP-
TIONS.

UY C1IA11LHB 1''. WITHINUTON, M.l>.

I. This case is interesting, among other reasons,
for the fact that we had the patient under obser-
vation in this hospital nearly a year ago and have
the records and measurements, as well as x-ray
plates, to show the progress of the disease in the
last twelve months.

The patient is a man of forty-four years, lie denies
venereal disease. About eighteen monihs ago he began
to have dyspnea and some régurgitation of solid food
soon after swallowing it. No pericardia] pain; no
edema. He entered my service April 1, 1906. There
was at that time asthmatic breathing. The right side
of the heart was 2 cm. from the parasternal line; above
at the level of the second rib, the dullness swung out
to 5 cm. from the median line. At the same level
dullness extended equally far to the left. There was
a trachéal fug and a thrill. The radiograph showed a

shadow corresponding to the percussion dullness.
After leaving the hospital he had dyspnea and some

régurgitation of food. He feilt as if bread and Other
solids " stuck " in his gullet.

Hehas recently re-entered the hospital, and the pres-
ent x-ray plate shows the transverse measure of the
aneurism to be about 1$ cm. greater than a year ago.
The growth has been to his left, corresponding to the
descending portion of the arch. His dysphagia is very

marked for everything but liquids. There is a trachéal
tug and the right radial pulse is slightly in advance of
the left. There is no laryngeal paralysis. There is
cough and auscultation; shows an almost complete
absence of breathing throughout the left lung; at the
same time (here is perfectly good resonance all over
this lung. This combination, where one can exclude
pneumothorax, is practically conclusive of obstruction
of a primary bronchus. We may then believe that this
man lias from his slowly growing aneurism, two marked
pressures, one on his esophagus and one on his left
primary bronchus. While unable to work, he is reason-

ably comfortable.
II. The specimen shown came from a man of (iffy-

five, who fell unconscious while at his work, never

spoke or moved again and died in three or lour hours.
There was no localized paralysis, but a slight spasficify
of arms and legs. There was a Palinski reaction on the
left side.

The specimen shows numerous white plaques
throughout the basal vessels. There is a hemorrhage
in the center of the pons, with fluid blood and clot
and an area of softening about 2J cm.wide surrounding
the clot.

III. The patient is a colored woman, aged nineteen,
single. She has a history indicating probable syphilis
and there is a diffuse macular éruption over the trunk.
She has had several attacks of rheumatism during the
last ejeven months, with dyspnea and cough. For
the last seven months the abdomen has been distended,
and two months ago it was tapped and a large amount
of clear lluicl withdrawn.

She has a dilated heart, 2\ em. to right, and 13 cm.
to left of median line, with a loud systolic murmur at
the apex and both systolic, and diastolic murmurs at the
ensiforin. The liver is distinctly palpable through a
thin layer of lluicl and its edge, Smooth and hard, is
felt at the navel. There is considerable ascites and
lluicl in both sides of the back, from the angle of
the scapula down, but no edema of the legs.

There is fusiform aneurism, seemingly IJ inches or
more in diameter, involving the right common carotid
from the level of the clavicle to the angle of the jaw.
It is markedly expansile and shows a murmur and a,

thrill, both corresponding with systole. The jugular
vein pulsates over it.

The left common carotid shows a less advanced stage
of the same pulsation. The pulsation is very strong,
covering about the same length as the right aneurism,
but the breadth is not much over \ or f inch.

No other peripheral vessels appear to be affected.
The case seems inoperable at present, because,

first, of its multiple localization, and, secondly, because
of the marked involvement of the heart itself. It is
well known that cardiac enlargement, is not. produced
by aneurism alone, even of the aortic arch, and the evi-
dent dilatation which wc have here indicated so
marked a degree of valvular and myoeardial trouble as
to forbid operation for the aneurism.

IV. This patient has profound anemia and pur-
pura,' of rapidly progressive development. The
patient, a vigorous Italian laborer of twenty-one, has
complained for only two weeks of severe headache
and sudden loss of sight in one; eye. For the last few
days he has been bleeding from the gums, and the
blindness of flic right eye proves to be due to a large
retinal hemorrhage. For the last two days purpurie
spots have been appearing on the left arm and the
belly. The spleen is not enlarged and there arc no

enlarged lymph nodes.
The only blood examination yet made shows hemo-

1 This cuno, which proved to be one of iiplu.stie aiiomili, in reserved
for fuller publication later, together with post-mortem findings.
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globin 35%, reds 1,2000,000, whites 3,500. There is
achi'omia and marked poikilocyfosis, but no nucleated
reds are found. A differential count of the white cor-

puscles gives polynuiiears 12%, large lymphocytes
22%, small lymphocytes 06%. No cosinophiles. In the
three days that, the boy has been under observation, he
has been rapidly losing ground.

V. The patient, a woman of thirty-seven, says that
up to six weeks before entrance, she was well. At
thai finie her throat began to swell and there was diffi-
culty of speaking, with cough, dyspnea, and great
prostration. The most obvious thing about her at
entrance was a greatly enlarged thyroid gland sub-
stantially as if is to-day. The enlargement is uniform,
involving both the lobes. On flic outer side of this
on either side is a greatly enlarged lymph gland, the
larger being on the right; both have increased rapidly
since she entered the hospital. There is no exoph-
thalmus nor Sfelwag nor von Gracfe's sign. No tumor.
The heart is rapid, regular, full, without, murmurs.

There is, as you see, great hoarseness and a crowing
respiration, suggesting croup. A laryngologieal exam-
ination shows a tumor of the right aryfenoid, encroach-
ing on the glottis, which flic throat department say is
malignant. These extrinsic earcinoinafa of the larynx
are particularly rapid of growth. The lymph node em
the side of the tumor is the larger of the two. The
propinquity of the thyroid to this growth makes it
probable that the tumor of that organ is also a car-
cinoma, secondary to that of the aryfenoid.

There is a slight dullness extending down the
sternum and a little to either side of if, as far as the
heart. This x-ray picture shows a shadow correspond-
ing to this dull area, which is believed to be due to
secondary involvement of mediasfinal glands.

The liver is much enlarged and its lower edge, below
the navel, is markedly lobular, one especially distinct
lump, as big as a lemon, being felt at the. outer edge.
No axillary or inguinal glands are felt to be enlarged.
The great dyspnea of the patient suggests the possi-
bility of a sudden choking. In that case, intubation
would be impossible, owing to the site of the primarygrowth and frachiofomy would be exceedingly difficult
by reason of the great size of the thyroid. (The
patient died, fortunately without asphyxiating.)

VI. The patient, a girl of twenty, had an attack of
rheumatism, several years ago, without skin mani-
festations.

The present attack is one of acute joint inflammation,
with loud presystolic and systolic mitral murmurs.
Prom the beginning she has had a copious skin erup-
tion, which, when first seen, was of a p'ale red color,
not raised above the surface, not painful. The
spots arc very thick, especially on the back legs and
buttocks, and took at first marked circular forms;
gradually dark purpuric spots became mixed with
them and finally flic eruption became wholly purpuric.
The ea.se is of interest as showing the relations of both
forms of skin eruption with rheumatism. Osier and
several other writers have called attention to the inter-
changeability not only of the two eruptions, which
we have here, but also of these with urticaria and
angioneurotic odema. The patient has none of the
gasfro-inteslinal symptoms which may accompany
the erythemata and which often accompany the pur-
purins, urticarias and angioneurotic edemas.
1. A CASE OF OHSTETRICAL PARALYSIS IN A HABY EIGHT

DAYS OLD. II. POST-DIPHTHERITIC INTESTINAL PARE-
SIS.

nV C. M. QiUDEK, M.D.

I. The mother of the patient was admitted the day
after delivery, suffering with pneumonia, from which
she died four days later. Delivery was reported to

have been effected with low forceps. The baby was
well developed, weighing 8.25 lb. and had a cephal-
henyifoma in the region of the posterior fontanelle;
the left arm was completely paralyzed. The x-raydisclosed no gross lesions.

Many of these cases recover under the long use
of massage, passive motion and, perhaps, elec-
tricity, with attention to general nutrition and
the prevention of local atrophie changes from dis-
use. In the more serious and in the neglected
cases, surgery now promises at least partial re-
lief. Attention is called to a paper of Dr. Alfred
S. Turner, of New York, on "Results from the
Surgical Treatment of Brachial Birth Palsy,"
which appeared in the Journal of the American
Medical Association for Jan. 12, 1907.

II. The patient is a young woman, with abdominal
pain and disfention, dullness in the flanks, and obstinate
constipation. Five years before, in another hospital,
an exploratory laparotomy was performed on account
of abdominal pain; but nothing found to explain this
symptom. The patient now declinéis to take ether,
and without anesthesia nothing had been found to
account for the symptoms, except the obvious intes-
tinal paralysis. It would seem that this atony of the
bowel is adequately explained by the history.

The woman was in the South Department in July,1906, suffering with diphtheria. Seventeen days after
entrance she began to have loss of power in hands and
legs; she also had paralysis of the muscles of degluti-tion, and regurgitated liquids through the nose. At
this time also she began to.be troubled with constipa-
tion. Seven weeks later she was transferred to the
Second Medical Service, where she was treated for lour
weeks for abdominal disfention and constipation. She
then passed four weeks in the Convalescent Home,
whence she was sent back to the hospital and re-ad-
mitted to the Second Medical Service; the abdominal
disfention and constipation had grown worse. Here
she remained three months; there was still some loss of
power in hands and legs, but the paralysis of the
muscles <>f deglutition had disappeared.The case as now seen appears to be one of post-
diphtheritic intestinal paralysis, and under treatment
with high turpentine enemata, the distention has con-

siderably diminished and the symptoms are somewhat
relieved.

I. OCULAR INJURIES PROM DYNAMITE EXPLOSIONS.
II. SYMPATHETIC OPHTHALMIA. III. OONJUNOTTVAL
GRAFT FOR CORNEAL ULCER.

BY ALI.ÏÏN OHIOKNWOOn, M.n.

I. Three cases of ocular dynamite injuries, showing
varying degrees of severity. The first case was in-
jured Jan. 10, 1907, and now shows in the right eye a
healed puncture wound of the sciera, just to the nasal
side of the ciliary region, with good resulting vision.
The left eye shows a fair vision alter flic removal of the
traumatic cataract, which resulted from perforationof cornea and lens. The cataract was removed by
suction and irrigation.

The second man was injured Jan. 22, 1907, and
shows the left eye destroyed and shrunken. The right
eye shows a central leucoma adhérons, with light per-
ception. In this eye an iridectoniy may later restore
some vision.

The third man was injured Feb. IS, 1907, and shows
such extensive lacerations of both eyes that phthisis
bulbi is the expected Outcome, with complete and per-
manent blindness. These men, all Italian laborers,
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were injured by driving the point of their picks into an

unexploded dynamite cartridge.
II. This initient has been struck by Hying glass,

resulting in perforating injuries to both eyeballs. In
both the injury involved the ciliary region. He en-
tered the hospital Dec. 10, 1900, and was discharged
I )ec. 27, with both eyes quiet and having good vision.
He was re-admitted Feb. 7, 1907, with both eyes show-
ing a moderate irido-cyeiitis, and it was found impos-
sible to fell which eye was the offending one and which
the sympathizing one. Both are improving under
mydriatics, heavy doses of salieylates and inunctions
ofHg.

III. A woman of forty was shown, who had devel-
oped three months before a progressive ulcer of the
lower corneal margin. This had increased in spite
of all treatment, until it involved one third of the cir-
cumference of the cornea and was about 4 mm. wide
and half through the thickness of the cornea. A week
before showing her, the ulcer had been curetted under
ether and a Hap of conjunctiva transplanted, so as to
cover the whole of the ulcerated area. This conjunc-
tival graft has become firmly attached to the previously
denuded conical area, and the eye is quiet and com-
fortable.

A CASE OF PERFORATION OF THE INTESTINE IN TYPHOID
FEVER. OPERATION. RECOVERY.

BY F. II. LUND, M.D.

Wm. A. L., aged thirty, was admitted to the service
of Dr. John L. Ames, on Oct. 31, 1900. He had been
ill at his home for four weeks, suffering eiiielly from
headache and vomiting. On entrance he had a tem-
perature only slightly above normal, presented rose

spots and was believed to be in the fourth week of a

typhoid and beginning to convalesce.
During the night of Nov. 1, he had slight

abdominal pain, so slight, however, that he did not
summon the orderly on duty. At about 8 a. m., on
Nov. 2, he was suddenly seized with very severe ab-
dominal pain, he was seen by Dr. Ames at about nine,
who found normal temperature, pulse 120, but of good
quality, very marked muscular spasm and tenderness
over the whole abdomen, espceially marked in the right
iliac region. The writer saw him in consultation with
Dr. Ames about 9.30 a.m., which was within two hours
of the time of the perforation. The diagnosis seemed
plain, and on the patient's being informed that his
bowel had sprung a leak, he was too only glad to let
us try to close it.

Under ether an incision four inches long was made
around the border of the right rectus. The cccum,
which lay just beneath the incision, was found to be
thick and reddened, having fibrin flakes upon its sur-

face, but inspection disclosed no perforation. The
lowest coil of the ileum, which is the best probable seat
of perforation, was then found by running the fore-
finger around and beneath the cecum and hooking
it up close to the ileo-coeal junction; the marked
inflammation of this coil made it evident that the per-
foration was close by, and on looking at the under side
a small plug of feces was seen projecting from a pin-
hole perforation. The wall of intestine about the ulcer
was thick anil stiff from inflammatory infiltration, but,
the ulcer was closed by two layers of continuous invert-
ing sutures of catgut. Tho purulent and fecal contents
of the pelvis were washed out with salt solution, and
the entire abdomen was washed out, as the intestines,
as far as could be seen, were all acutely inflamed. A
cigarette drain, with a large rubber tube in the middle,
was carried to the bottom of the pelvis, through the
lower angle of the wound, and the remainder of the

incision closed by through-and-through sutures of silk-
worm gut. The drain was so placed that in case the
suture should give way, the leak would take place into
its track. This proved a valuable safeguard three
or four days later, when a fecal fistula became
established. The patient was put to bed in a sitting
position and so remained during convalescence. The
temperature was normal after the operation and re-
mained so. Infection of the wound resulted in some

sloughing of the aponeurosis, and even in hemorrhage
from the deep epigastric artery, but recovery was finally
complete.

I. CASE OF BENIGN INDURATED ULCER OF THE PYLORUS
SIMULATING MALIÛNANCY OF OPERATION. EXCISION
OF THE PYLORUS. DIVISION AND RE-SUPPLANTA-
TION OF COMMON RILE DUCT. RECOVERY. II. CASK
OF PYLORIC OBSTRUCTION DUE TO ULCER SCAR AND
ADHESIONS. POSTERIOR OASTRO-ENTEROSTOMY. RE-
COVERY.

BY FRANKLIN W. WHITE, M.D.,
AND

F. B. LUND, M.D.

I. The patient, a carpenter, aged fifty, was first seen

by Dr. White, on Nov. 7, 1900. He had had ocasional
intervals of indigestion for the last twelve years. In
the last six months the disturbance had been continu-
ous and severe. His mother died of cancer of the
breast. Previously used tobacco and beer to excess.
His earlier trouble consisted of epigastric distress and
soreness, both before and after meals, usually in-
creased by eating. Much gas on stomach, occasional
vomiting, constipation, no loss of weight. No history
could be obtained, which definitely indicated a pre-
vious ulcer. His best weight was 150 lb. at the age of
twenty-five.

In the last six months his digestive trouble has been
more severe and steadily increased. He has had
nausea and distress and pain in the epigastrium, coming
usually after a meal, or in the night, relieved by
copious vomiting, sometimes of one or two quarts of
some liquid containing undigested food. His appetite
was good and he was more thirsty than usual. In
spite of some excess of liquids taken, he passed only
800-900 cc. of urine daily. This is explained by the
frequent vomiting and the lessened amount of liquids
which were able to pass the pylorus and reach the
bowel, where absorption chiefly occurs. He was much
troubled by eructations of gas and distress of the
stomach. He was habitually constipated. He had
lost between 10 and 15 lb. in the last six months and
weighed 120 lb. at his first visit.

Patient was well developed, rather thin and pale.
Nothing abnormal found in any organ except the
stomach. The history so strongly suggested gastric
stasis that a Boas test supper (cold meat, bread and
butter, large cup of tea) was ordered and the patient
reported fasting next morning. Fifteen hours after
the test supper 150 cc. of residue was found in the
stomach, containing large particles of undigested food.
Free HC1, 16. Total acidity, 22. No lactic acid.
Microscopic examination showed very abundant ac-
tively growing sarciiue and yeast cells.

The lower border of the stomach on inflation was
2 or 3 cm. below the navel. No splashing was heard
over the fasting stomach and there was no visible
peristalsis.

Examination of the stools for blood by means of the
guaiac test gave negative results.

The diagnosis of benign pyloric obstruction was
made and treatment was begun by means of appropri-
ate diet and stomach washing. Lavage was performed
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daily at first, then two or three times a week. There
promptly followed a marked lessening of distress and
vomiting, and the patient, gained 7 lb. in two weeks'
time. The patient gained in strength, and the amount
of urine increased to 1,000 cc. and the amount of resi-
due in the fasting stomach was reduced to 00 cc. It
was impossible, however, to get the stomach to entirely
empty itself, even after the course of lavage and little
setbacks, such as distress and vomiting occasionally
occurring with slight indiscretions in diet, and as
patient's circumstances made it difficult for him to carry
out the treatment, and the medical treatment seemed
likely to be very prolonged and the result incomplete,
Dr. F. B. Lund was asked to see the patient. Opera-tion was agreed upon, with a diagnosis of benign
pyloric stenosis, and the expectation of performing a

gastro-enterostomy for the relief of the mechanical
obstruction.

The patient was operated upon Nov. 28, 1900, by
Dr. Lund. A median epigastric incision showed
marked dilatation of the stomach with hypertrophy of
the pyloric group of glands cm both the greater and
lesser curvature, marked induration and thickeningof the pylorus, apparently extending along the pos-terior wall as far as the beginning of the second por-tion of the duodenum. The condition had every ap-
pearance of carcinoma, and resection was decided upon,in spite of the extent of the duodenal involvement.
The long clamps were placed so as to remove the py-loric third of the stomach, and after ligating the gastric
and gastro-epiploic arteries, the gastro-hepatic and
great omentum were divided, the stomach divided, the
mucous membrane cauterized and the dissection carried
on between the pylorus and the pancreas. The tumor
was found firmly adherent here, and in separating the
adhesions the portal vein was exposed and a small
branch ligated close to it. In the first portion of the
doudenum the common bile duct was found to have been
divided, presenting as a thick muscular tube, with the
bile coming from its end. It was divided behind the
first portion of the duodenum. The duodenum was cut
across at the junction of the first and second portions,
the mucous membrane cauterized and the upper end in-
verted. A small slit was then made in the inner side
of the duodenum. Three No. 1 catgut sutures with
the needles in were tied into the end of the common
duct, and tho needles carried into the duodenum,
through the opening made to puncture the wall at about
one inch below the opening and one-quarter inch from
one another. The threads were then drawn taut and
tied, thus anchoring the duct in the duodenum. At
the point of the entrance of the duct into the duodenum
the former was sutured in the opening by four fine cat-
gut sutures. Cholccïystostomy was then performed,in order to relieve the junction of the flow of bile for a
time. Posterior gastro-enterostomy was performed,
uniting the first loop of the jejunum to the remainder
of the stomach. A Murphy button was employee! in
order to save time. A gauze drain was carried down
to the eroded surface of the pancreas, on account of
slight oozing there, and the abdominal wound sutured.
The patient bore the operation well and the next day
was in fine condition. On removal of the gauze drain
on the sixth day, there was a serious discharge, which
persisted for several weeks. Examination showed the
presencie in it of neither gastric nor pancreatic ferments.
The bile was discharged through the gall bladder for
eight days. Then, on removal of the tube, the ex-
ternal discharge ceased almost immediately. At no
time did bile disappear from the stools. The patient
made a gradual recovery and left the hospital well on
Jan. 18, 1907, weighing 130 lb. On Feb. 14, 1907, his
weight was the same and his condition good.

The diagnosis, the results of medical treat-
ment, the unusual operation, the simulation of
malignancy at operation and the result arc the
features of interest in this case.

The diagnosis of gastric dilatation and stasis
of food in the stomach was easy. The cause of
the dilatation required further study. The story
of the trouble was not the typical short history of
cancer, with rapid loss of weight, and on the other
hand, no history was obtained of a previous gas-
tric ulcer, nor of inflammation about the gall
bladder, which might cause adhesions. It is
interesting to note how frequently the end results
of gastric ulcer are found without any clear his-
tory of the original attack.

The presence of considerable free HC1 in the
fasting stomach showed that gastric secretion
was good, though the amount of secretion result-
ing from irritation of the stagnating masses of
food upon the gastric gland is often much greater
in benign stenosis, giving a total acidity of 100 or
over, due to IIC1 and acid products of fermen-
tation. The presence of HC1 in the fasting
stomach and an acid fermentation due to yeast
and sarcinaî is the rule in benign pyloric obstruc-
tion, due to ulcer scar adhesions and the like, and
the exception in well developed gastric cancer.
Out of 48 cases of gastric cancer seen by Dr.
White, and in which careful records of stomach
analysis were kept, there were 6 cases in which
free HC1 was found in the stomach contents, even
after the disease was well developed. With one

exception, these were proved to be cases in which
the cancer developed upon an ulcer base. This
observation that about one case in eight of well
developed cancer of the stomach may have free
HC1 in the stomach contents agrees with the
conclusions of Boas, Ewald and others, from a
much greater experience.

In order to determine whether or not we were
dealing with one of these exceptional cases of
cancer, the stools were examined for traces of
blood, after putting the patient for two days on
a diet free from meat, fish and extracts. It
has been shown that in well developed cancer of
the stomach traces of blood are found with great
constancy in the stools. Such examination of
the stools should not be made until two days after
the passage of a stomach tube to avoid confusing
a spontaneous hemorrhage with a trace of blood
possibly caused by intubation.

The diagnosis of benign pyloric obstruction
was made, and since every case of gastric stasis
represents a stomach in a stage of failing com-

pensation, we attempted to restore this com-

pensation by means of diet and lavage. The
dietary treatment consisted in restricting liquids
and giving five small meals a day to avoid dis-
fention of the stomach, and the use of brothy
and pasty food, which could easily pass the
pylorus, and rich in fat, so that it might contain
sufficient calories. A good rule is to give food
which will easily pass through a rather fine sieve
(cream, butter, sweet oil, milk, gruels, raw egg,
beef juice, meat, jellies, vegetables, puréesj apple
sauce, etc.).
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Lavage of the fasting stomach was followed
by the introduction of 100 cc. of warm sweet oil,
which served the purpose of lessening pyloric
spasm, of combating the hyperacidity and of
increasing nutrition.

The good results of this treatment were seen

promptly in a marked lessening of distress and
vomiting, a gain in weight from 126 to 133 lb.
within two weeks. The limitations of the treat-
ment are also seen in the fact that it was not pos-
sible by means of it to get the stomach to empty
itself completely. It is always desirable to faith-
fully carry out medical treatment in all cases of
benign pyloric stenosis before resorting to opera-
tion, for two reasons. In some of the milder
cases, especially those in which the elements of
pyloric spasm is prominent, medical treatment
may be all that is necessary. In the severer
cases, it is often of great service in improving the
general condition and thus preparing the patientfor operation.

Simulation of malignancy in lesions or second-
ary glands may prove disturbing and subject the
patient to a long, elaborate operation, when a
shorter and simpler one would otherwise have
been chosen. Examination of frozen section
of doubtful tissue, by a pathologist, during the
operation, may be of service, but even this is not
always sure. This is the second case within a
short time in this city, in the knowledge of the
writers, when a benign condition of the stomach
has been diagnosed and treated as malignant
disease at operation. The immediate results in
both cases were good, however.

II. The patient, a coachman, aged forty, was first
seen by Dr. White, on Jan. 1, 1907. He has had
stomach trouble for a year, which has become gradually
worse. His family history is good and he remembers
no previous illness, except measles in childhood. He
has used beer and whiskey moderately and no tobacco.
During the last year he was troubled with heartburn,
epigastric distress or pain and nausea coming usually
several hours after a meal and relieved by vomiting.
The attacks of vomiting occurred at first at intervals
of several weeks, became gradually more frequent and
troublesome and now are of almost daily occurrence and
often several times a clay. The vomitus was described
as watery and sour, sometimes containing lumps of
food and recently as much as a quart in amount. Vom-
iting frequently occurred between 10 p.m. and morning,
at a time when the stomach should normally be empty.
Be described his vomitus and stools as " black " on
several occasions. He had much eructation of gas. His
appetite was good at first, but recently poor and he was
afraid to eat. His diet was formerly generous, but now
consisted chiefly of milk, of which he took two quarts
a day. He was very constipated, has lost much sleep
and become very weak and short of breath. He had
spent most of the time in bed for two weeks previous
to seeing Dr. White. His weight a year previous was
145 lb. and on Jan. 1, 99 lb. He had sought medical
advice several times in the last six months, but without
improvement. He was referred to Dr. White as a
case of cancer of the stomach, probably hopeless and
too late for operation, and he certainly looked the
part.

He was greatly emaciated, pale; and weak. Nothing
else abnormal was found outside the digestive tract.
His teeth were good. Tho abdominal walls were very

thiii and lax. Splashing was obtained over a large
area, extending two or three inches below the navel,
and waves of peristalsis were; seen passing over the
greater part of the abdomen from left to right. On
inflation the stomach was found to be greatly dilated
and the lower border half way between the navel and
pubes. The liver edge could be distinctly felt and was
hard and slightly uneven.

The patient had eaten no breakfast on the morning
of the first visit and only a very slight- supper sixteen
hours previous. A stomach tube was passed and 1,000
cc. of sour liquid, containing much food residue, was
withdrawn, which foamed like beer and had the char-
acteristic " sour bread " odor of the fermentation,
due to sarcina and yeast. Froc HC1, 40; total acidity,
89. Microscopic examination showed enormous quan-
tities of sarcintc and branching yeast plants.

The diagnosis of pyloric obstruction, probably of
benign nature, was made and the treatment begun by
appropriate diet and gastric lavage, with the objectof cleaning up the stomach and improving the patient'scondition before operation. Rectal encmata of water
were given to relieve thirst. No great improvement
was expected or obtained through medical treatment.
The fasting stomach residue due to hypersécrétion and
stasis of food was never less than 000 cc. and was simi-
lar in character to that obtained on the first visit,
always containing an abundance of free HC1 and show-
ing marked signs of fermentation. The guaiac test for
blood was twice positive and twice negative in the
stomach contents. The guaiac test for blood in the feces
on a meat-free diet was once positive and three times
negative.

Dr. F. B. Lund was asked to see the patient a
week latea- and operation agreed upon. This was per-
formed by Dr. Lund on Jan. 7. Through a right reclus
incision a posterior gastro-enterostomy was done with
the short loop according to Mayo's method. The
pylorus and pyloric portion of the lesser curvature were
greatly indurated and caught up to the under surface
of the left lobe of the liver by adhesions exactly in the
median line. The stomach was enormously dilated,
and extended below the umbilicus on the left side of
the body. Convalescence was complicated by a cough,
and on the twelfth day after the removal of the stitches
a loop of intestine was coughed out through the in-
cision which required resuture.

The patient did not vomit after the operation, has
gained steadily in weight, and has practically no symp-
toms of digestive-trouble.

The most interesting features of this case were
the diagnosis and the result of operation.

Tho history of " black " vomitus and stools,
the extreme emaciation and obvious pyloric
obstruction suggested cancer of the stomach,
but the invariable presence of plenty of IIC1 in
the stomach contents made benign obstruction
much more probable. The examination of the
stomach contents and feces for blood were of
much help in ruling out an exceptional cancer
with good IIC1 secretion. The test was nega-
tive two out of four times in the stomach contents
and three out of four times in the feces. These
negative results arc strong evidence against cancer,
in which constant positive results are almost
invariably found in a well developed case. Oc-
casional positive results are not uncommon in
marked cases of benign pyloric stenosis, as has
been shown by Boas, Hartmann and White; the
traces of blood arc probably due to small erosions
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or capillary hemorrhages, resulting from stasis
and irritation of the mucosa.

It seems unfortunate that this patient should
have consulted a considerable number of phy-
sicians, without obtaining an accurate diagnosis
of his condition. This was, perhaps, due to the
fact that the stomach tube had never been used
as an aid.

There is a close analogy between the stetho-
scope and the stomach tube. We may be able
to make a diagnosis of chronic disease of the
thoracic organs without a stethoscope, but it is
always a help and often a necessity, and we should
never neglect its use. I think the same may be
said of the tube in connection with chronic dis-
eases of the stomach. The diagnosis of tho
patient's condition in the earlier stage would have
been very easy with the use of the tube and per-
haps difficult without it.

This patient adds one more to the long list of
cases in which no clear history of an attack of gas-
tric ulcer was obtained and yet the end results
of ulcer were found at operation. The immediate
results of operation encourage us to advise a

gastro-enterostomy, even in very severe and ad-
vanced cases of non-malignant pyloric obstruc-
tion, as an operation in which the mortality is
very low and the permanent results very good.

CASE OF NEUROSIS OF ESOPHAGUS.
'

BY rllANKLIN W. WHITE, M.D.

The patient is a machinist, aged thirty-seven, who
has had great difficulty in swallowing his food for the
past month. The family history is good. His only
previous illness was typhoid twelve years ago and
chronic constipation, his bowels moving only once or
twice a week. His present symptoms arc intense pain
or distress when he tries to swallow food, beginning
when the food enters the esophagus and getting more
intense till it passes the " end of the breast bone."
This is caused by all kinds of food, both liquid and
solid, but is somewhat less with liquids. He frequently
regurgitates or vomits food immediately after swallow-
ing if and thinks he has seen blood streaks in the vomi-
tus in the past week. His appetite is good, but he is
afraid to eat and has limited his diet to milk and gruels
lor (he last two we:cks, and even this liquid food can be
taken only a teaspoonful at a time and swallowed with
great difficulty and distress. He has had severe frontal
headaches and become very anxious about himself and
has been in bed for the past two weeks. There has
been little loss of weight, however.

He is well developed and nourished, rather pale and
nervous, reflexes lively, abdomen diffusely sensitive;
general examination otherwise negative, including the
pharynx. He was given a glass of water to drink, and
after swallowing a mouthful he doubled up in great
distress, and soon regurgitated the water bae:k into his
mouth. An ordinary soft rubber stomach tube was
then passed; this caused practically no pain or distress,
but, at a. distance of about 40 cm. from the teeth (a posi-tion corresponding to the cardia) a firm, clastic re-
sistance was met, which gave way suddenly on using
moderate pressure and the tube passed into the. stom-
ach. Ninety-five cubic centimeters of the stomach
contents was withdrawn, which was perfectly normal
in character.

Examination of the regurgitated fluid for blood by
means of the extremely delicate benzidin test (which

shows the presence of blood in a dilution of one part in
100,000) gave a negative result.

At a second visit the patient drank a few swallows of
water colored with methyl blue. The tube was passed
fill the resistance of the spasm of the cardia was met
and the blue water withdrawn by aspiration. Then
the resistance was overcome by gentle pressure of the
tube, which was pushed info the stomach, and un-
colored normal stomach contents was obtained.

The patient was examined with the x-ray and fluoro-
scope, while swallowing a Riedel meal (gruel and
bismuth subnitrate). No esophageal pouch or appre-
ciable dilation was found. A diagnosis of hyperes-
thesia of the esophagus and mild spastic stenosis of the
cardia was made and was borne out by the results of
treatment.

The treatment consisted in passing the soft stomach
tube several finies at a few clays' interval and in encour-
aging the patient.. Bromides were given for a short
time and one or two teaspoonfuls of olive oil before
each meal. The diet consisted of liquids and soft
solids at first.

Improvement was rapid. The distress on swallow-
ing and the régurgitation of food almost entirely dis-
appeared at the end of a week and the patient went
back to work. At the end of two weeks he was eatingeverything and practically free from symptoms, save
for slight epigastric distress after meals.

The diagnosis of a purely functional disturb-
ance, hyperesthesia and mild spasm of the
esophagus was not difficult in this case. It is a
condition which occasionally occurs in nervous
or overworked persons and may be accompanied
by a gastric neurosis.

The fact that all foods were equally difficult to
swallow and the intense distress on swallowing a
little water in comparison with the ease of pas-
sage of a stomach tube strongly suggested a
neurosis. The fact that water could be partly
swallowed and that no resistance was met on

passing the tube until the end was 40 cm. from
the teeth showed that the spasm was in the
deeper part of the esophagus at the cardia, the
most common location. The elastic feeling of
the stricture and its sudden giving way to pres-
sure left little doubt of its nature. Absence of
the two swallowing sounds on listening with a

stethoscope over the cardiac opening of the
stomach is not considered a reliable sign of
stenosis.

As cardiac spasm frequently accompanies an
organic lesion great care is needed, in making the
diagnosis of a pure neurosis, not to overlook a

possible organic cause. There was no history of
a cause of true stricture, such as a chronic ulcer,
or swallowing of corrosive substances, and al-
though the severe, cramp-like pain behind the
sternum, which was so striking when the patient
tried to swallow even liquids, suggested ulcer or

erosion, the absence of pain in passing the stomach
tube and the absence of blood in the regurgi-
tated fluids, with the slight loss of weight, seemed
enough to rule out both this rare condition and
incipient cancer.

The absence of a pouch or divertieulum was
shown by our ability to posh the tube direet'y
into the stomach after aspirating the contents of
the esophagus. The above test, with methyl blue
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water and stomach tube, is one of the simplest
and best to distinguish between an esophagcal
pouch, or diverticulum, and a simple fusiform
dilatation. In the first case, the tube cannot be
pushed on into the stomach, and in the second it
can.

The use of the x-ray after the patient has
swallowed food containing bismuth is the most
satisfactory means of determining the exact size
and position of an esophagcal pouch. The bis-
muth fills the pouch and outlines it with a clear
shadow.

The duration of the trouble and the actual
spasm of the esophagus were too mild in this
case to cause more than a very slight widening
of the esophagus above the spasm.

The gootl results of treatment were more

prompt and lasting in this case than are usu-
ally to be expected in cases of esophagcal neurosis,
many of which are very stubborn and prolonged.

It is almost needless to say that the treatment
of the patient's general condition by rest, hygiene,
psychotherapy and narcotics is, if anything,
more important than local treatment by tubes,
bougies or dilators, and I have no doubt that
the mental effect of the passage of a tube is fully
as important in showing the patient that the
passage into the stomach is easy and open, as
the local effect in overcoming muscular spasm.

In a stubborn case the best treatment, in addi-
tion to the care of the mental and nervous con-
dition, is the use of large bougies — size 58 or 60
French, or of Mixter's metal dilator, in which
instrument metal beads of increasing size are

pushed through the obstruction on a metal guide
rod.
FRACTURED SKULL WITH EXTENSIVE DEFECT OF RONE.

BY J. BABHT ill., i i:, M.D.

A man, thirty-six years old, entered the hospital for
treatment of external and internal hemorrhoids. Physi-
cal examination revealed the fact (which the patient
did not mention) that an accident fifteen years ago
had caused a compound comminuted fracture of the
right side of the cranium, and that more than half the
parietal bone and a part of the orbital plate of the fron-
tal had been removed, leaving a non-tender, pulsating
arca, which is not noticeable on inspection, but obvious
on palpation.

The City Hospital records, Sept. 15, 1891, state that
the patient was brought in unconscious and covered
with blood, an eight-pound pulley having fallen forty
feet and struck him on the head. A large amount of
bone was removed; the dura was torn; disorganized
brain substance came away, and the hemorrhage was

profuse. Bleeding points were ligatcd, the dura
stretched loosely over the brain, the scalp sutured, and
a dressing applied. He made an uninterrupted recovery,
leaving the hospital in three weeks.

For three years afterward he was subject to epilepti-
form attacks of the following character: While walk-
ing, usually in the street, he would gradually become
aware of a sensation of being followed by some one.
This sensation increased, until he felt a desire to look
backward over his right shoulder. The sensation be-
came imperative, but the instant he turned his head
and looked over his shoulder, he fell unconscious. The
nature of the attacks seems to have been similar to
those described in traumatic epilepsy.

At that time he was working, and doing active exer-
cise in the gymnasium. It was suggested that such
exercise might in some way favor the development of
these attacks. He omitted the exercise, though con-
tinuing his work, and the attacks quickly disappeared,and have not returned. His only symptoms at present
arc dizziness if he bends forward, as in tying liis shoe, a
considerable limitation of the field of vision of the
right eye, and a slight right-sided deafness.

This patient illustrates the reverse of the course
of most cases of traumatic epilepsy. Usuallythe attacks continue after they arc once estab-
lished, and, as a rule, increase both in fre-
quency and severity, unless, as occasionally hap-
pens, they arc modified by treatment, operative
or general in character. It is interesting to note
that the large tlcfect in the skull corresponds
closely to the condition produced by the modern
operation of decompression, and it is possible that
the exceptional result is due, at least in part, to
this fact.
I. CASE OF ANTHRAX OR MALIONANT PUSTULE. II.

TYPHOID FEVER WITH ACUTE CHOLECYSTITIS AND
PERFORATION OF GALL BLADDER. III. FOR1SIGN
BODY IN KNEE.

BY II. A. LOTHIiOl", M.D.

I. This man is forty-nine years of age;; a teamster.
He has much to do with the handling of leather, but
otherwise there is nothing in his occupation which
would expose him to this type of infection. His gen-eral health has always been good. On Dec. 1, he
noticed what appeared to him to be a

" pimple "
on

the right side of his neck. This gradually increased in
size and became tender and painful. As a result he
came to the hospital on Dec. 3.

Examination showed wc had to deal with a man
whose general health was good. He was complainingof moderate constitutional symptoms, such as would
be consistent with the formation of a small abscess,
which was causing some toxic absorption. An un-
usual factor, however, was the presence of excessive
vomiting and thirst. Local examination showed on
tho right side of the neck a circular swelling, more or
less circumscribed and about two inches in diameter.
The surface was raised and its center was of a dark
color. This darker center was surrounded by a zone
of vesicles, most of which were intact. The portion of
the induration toward the maxilla was sharply defined.
The lower half presented no well-marked edge, but
there extended down the neck in a broad zone, over the
clavicle and on to the front of chest, a swollen, rod
and indurated area. The amount of tenderness was
moderate. His pulse was about 110 and his tempera-
ture 102°. Infection from the bacillus anthracis was
suspected at the outset. Cover slips were preparedfrom the darkened center of this inflamed area and the
bacillus anthracis was demonstrated to be present.
The skin in the vicinity was prepared in the usual way,
with soap and water and 70% alcohol, up to the zone
of vesicles. Great care was used not to break any of
these, or to touch the darkened zone within this row
of vesicles. The gauze used in the cleansing was al-
lowed to touch the skin but once.

Operation. — An immediate operation was per-
formed. A circular incision was made around this
swelling, having a diameter of 2J to 3 inches. No in-
strument was allowed to touch the central mass which
was being excised except on its very periphery, and there
were removed all tissues down to and including the deep
cervical fascia, on which were discovered a few fibers
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of the sterno-cleido-mastoid muscle. The hemorrhage
was only moderate. Ninety-five per cent carbolic
acid was applied directly to the wounds and rubbed into
the tissues and its application was followed by 70%
alcohol. The wounded surface was then packed with
ioiloform gauze, over which a protective dressing was

applied. The subsequent dressings were similar.
Patient has made an uninterrupted convalescence.
His temperature was normal in three days and has
remained so. There has been no septic absorption.
An examination of blood at time of operation was

negative, so far as the presence of bacilli was con-
cerned. Examination of the specimen showed numer-
ous bacilli in the tissues and in the vesicle fluid, but
very few were present in the tissue in the vicinity of
the cut edge. The injected bacilli were fatal to guinea
pigs.

II. This man of thirty-nine years, was admitted to
a medical service of the hospital, suffering from typhoid
fever. His case was a mild typhoid fever, without
complication and he was convalescing. At the end
of four and a half weeks, about 10 P. m., one evening,
he had sudden pain in the right hypochoiidrium and
also pain referred to right shoulder. There had been
no previous complaints referred to this hypochoiidrium.
An intestinal perforation was suspected. I saw him
about 11 a.m. on the following morning. At that time
his symptoms had largely subsided and he was com-

paratively confortable. His pulse was about 110 and
his temperature 101°. The abdomen was not dis-
tended. There was moderate muscular spasm re-
ferred particularly to the right half of the abdomen,
and the tenderness was more marked in the right lower
quadrant. An intestinal perforation was suspected,
but, in that his condition had improved so much in the
last few hours, interference was deferred. In the
course of the afternoon, however, he complained more
of pain in right lower quadrant and the muscular
spasm was more marked. His general appearance
was less favorable. In vieiw of his condition, an opera-
tion was decided upon.

Operation.
—

A median incision was made extending
from the umbilicus to the pubes. On opening the
abdomen, there appeared a slightly turbid fluid in
considerable quantity, which was of a yellowish color,
obviously stained with bile. The small intestine was
examined rapidly, beginning at the lower end of the
ileum. The indurated areas characteristic of typhoid
ulcers were discovered in the lower end and there were

patches of white exúdate on the intestine, showing the
presence of a moderate degree of peritonitis. No per-
foration of the intestine was discovered. The hand,
passed through this wound to the right hypoehon-
drium, showed the presence of adhesions about the
gall bladder. It became obvious that the site of the
trouble was here. The original incision was closed
rapidly and a vertical incision through the right rcctus
muscle so as to expose the gall-bladder region was
made. Without difficulty, a perforation) J of an inch
in tliameter, was discovered on the under side of the
neck of the gall bladder, through which was escaping
a thick, creamy pus. This perforation was closed and
the edges inverted by means of Lembcrt sutures. The
fundus of the gall bladder was then opened and a drain-
age tube inserted and sewed in place. The second ab-
dominal incision was then closed, leaving sufficient
room for drainage.

The shock following this operation was not excessive
and his convalescence has been uninterrupted. As
you will observe, the wounds are healed, except for a
small opening which marks the site of drainage, from
which escapes a very moderate amount of bile. Pa-
tient is now gaining weight rapidly and suffers no par-

t icular discomfort. The (ist ula will probably close very
shortly. Looking back over the history of this case
I feel convinced that a more careful consideration of
his signs and symptoms, just prior to operation, would
at least have given rise to the suspicion of the presence
of an acute cholecystitis with perforation.

III. This patient is a boy of seven years, who entered
the hospital about ten weeks ago. Examination
showed an acute synovitis of the right knee. There
was no particular history at time of entrance, which
would suggest a cause for the inflammation. He had
a temperature of 102°, which became normal in the
course of two or throe days. The moderate amount of
fluid which had been present was gone by the end of a
week. Two x-ray pictures were taken, but he was

discharged from the hospital before these were ob-
tained. He returned to the out-patient department
still complaining of discomfort in the knee and a mod-
erate amount of fluid had reappeared. Examination
of the x-ray pictures showed a foreign body in the joint
and it appeared to be a broken needle. It was then
learned from the mother that the boy might have
fallen on a pin, such as is used in connection with phono-
graphs. The picture showed the foreign body situated
on the inner side of the knee, about equidistant from
the articular surfaces of the tibia and femur, in the
immediate vicinity of the internal semilunar car-

tilage. It was well toward the center of the joint.
Operation.

—

A slightly curved incision was made,
more or less parallel to the direction of the fibers of
the vastus interims muscle, and the inner aspect of the
capsule exposed. No tourniquet was used. By means
of a curved incision just anterior to the internal lateral
ligament of the joint the capsule was opened above the
infernal semilunar cartilage. A careful search in all
parts which could be exposed by this incision failed
to reveal the presence of any needle. A moderate
amount of clear fluid escaped from the joint. The
capsular incision was then prolonged moderately and
the joint approached just below the internal semi-
lunar cartilage. The needle was then discovered
situated below this cartilage and about half buried in
the center of the hyaline cartilage of the tibia. The
cartilage was a little eroded, so that the needle was
in a small cavity and one end projected into the joint
so as to be rubbed by every movement at the knee.
It was about i inch long and undoubtedly was a frag-
ment of a phonograph pin. The wound in the capsule
and the skin incision were closed and the leg fixed by
means of a splint. It is now three weeks since opera-
tion. Healing was by first intention and the conva-
lescence was uninterrupted. He will wear fixation
apparatus about one week longer and then will be
allowed to move the joint carefully.
diffuse peritonitis; drainage; intestinal paraly-

sis, SECONDARY ENTEROSTOMY, WITH RELIEF OF
SYMPTOMS.

BY DAVID CIIIOKVEIt, M.D.

Esther O, seven years of age, admitted to the Bos-
ton City Hospital, Dec. 8, 1906. No history of pre-
vious attacks of appendicitis. Present illness of two
days' duration, pain at first in the epigastrium, later
in the lower abdomen, constant vomiting, constipation.

Physical examination showed a little girl in fair gen-
eral condition, with a moderately distended abdomen,
extremely tender below the umbilicus and to the right.
There was but little involuntary muscular spasm, no
mass and but little, if any, demonstrable dullness in
the flanks.

Laparotomy was immediately performed under
ether anesthesia. Upon opening the peritoneum
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through the right rectus muscle free pus exuded from
among the coils of reddened, congested intestines.
The pus was wiped out as fast as it appeared. Cau-
tious examination with the finger showed the entire
absence of limiting adhesions. The appendix was
found lying over the pelvic brim, the tip nccrotic and
perforated. The right lower quadrant and the pelvis
were bathed in thin pus, which was sponged out as

completely as possible. Careful exploration led to the
conviction that the process did not extend far into the
left lower quadrant or above the umbilicus. The pelvis
and right iliac fossa were drained with rubber tubes,
wrapped in gauze and rubber tissue.

After operation the temperature fell to normal, but
the general condition failed to show corresponding
improvement. Vomiting persisted and approached
fecal in character, distention and tympany increased,
and all measures to cause the passage of gas and feces
failed. Exploration of the wound and removal of the
wicks showed a satisfactory local condition and no
mechanical error in the operative technique to account
for the obstruction. There seemed practically no
doubt that death would soon occur. Forty-eight hours
after the operation, primary ether anesthesia was
induced in the ward, the abdomen opened in the left
linea semilunaris and a distended coil of ileum drawn
out, secured to the skin by one suture and freely opened.
The escape of a considerable amount of fecal matter
and gas was materially aided by abdominal pressure.
The patient's condition did not justify any attempt at,
exploration through the new incision, nor more elabo-
rate suture of the intestine to the peritoneum, and
the operation was undertaken solely for the relief of
symptoms by making an artificial anus, rather than
for the determination of the cause of the obstruction.

The patient has finally made a complete recovery
so far as the peritonitis is concerned. For many clays
a free discharge of pus persisted through the original
incision, from the region of the lower abdomen and
pelvis, and there were several attacks of transient
vomiting, with the presence of acetone in the urine.
The incision is now completely closed. For ten days
all fecal matter passed by the artificial anus ; on the
eleventh day gas and fecal matter passed in small
amounts by rectum. At present there is a small
amount of fecal discharge from the artificial anus and
formed movements by rectum. There is no proba-
bility of the spontaneous closure of the fistula, as it is
a muco-cutaneous one, but the good general condition
of the patient justifies the hope that the restoration of
the continuity of the intestine is merely a question of
operative technique:.

The writer believes that this is one of a class
of cases which are sometimes erroneously reported
as cases of general peritonitis. Such instances
have come under his observation, and it seems

improbable that the very much higher percentage
of recoveries reported by some observers than is
the experience of others should be entirely due
to perfection of technique. When the opening
of the peritoneum discloses free pus bathing the
coils of presenting intestines, and the examining
finger finds no limiting adhesions anywhere, it is
easy to mistake a diffuse, spreading, but still
localized, infection for a general one. There
may exist a confusion in the definition of terms:
a general peritonitis may be said to be one which
involves the whole greater peritoneal cavity;
anything of less extent may be called a diffuse
process. It seems reasonable to exclude from

the definition the lesser peritoneal cavity, since
its involvement in any peritoneal inflammation
is uncommon and when present is a negligible
factor except in certain cases of direct infection,
as by perforation of a gastric ulcer, or by a gun-
shot wound. The writer has not been so fortu-
nate as to have under his personal observation
any case of recovery from an actually demon-
strated general peritonitis, but a considerable
number of cases are reported and they will,
doubtless, increase with improvement in tech-
nique.

Stoppage of the intestinal current is one of the
most common and serious of the complications of
peritonitis. Any of the mechanical causes of
obstruction may be present, but there is a large
class of cases where it can be ascribed only to a

simple cessation of peristalsis, due to toxic paraly-
sis, as in the case reported above, where the subse-
quent course of events ruled out with reasonable
certainty any other cause. It is precisely in this
kind of a case as other surgeons have pointed out,
that the scale may be turned by a simple enter-
ostomy, which lessens or prevents the exhaustion
of vomiting, conserves the strength and perhaps
permits of nutrition until the infection may be
overcome.

Reports of Societies
AMERICAN GYNECOLOGICAL SOCIETY.

Thirty-second Annual Meeting, Held at Wash-
ington, D. C., May 7, 8 and 9, 1907, in Conjunc-
tion with the Congress of American Physi-
cians and Surgeons.

(Concluded from No. 9, p. 300.)
THE COMPARATIVE ADVANTAGES OF CATGUT AND SILVER

WIRE SUTURES FOR CLOSING THE FASCIA AFTER
ABDOMINAL INCISIONS.

Dr. Hunter Rorb, of Cleveland, Ohio, said the ideal
suture material should be smooth, pliable, but not
brittle, not too costly, easy to obtain on short notice,
and above all readily rendered completely sterile. Cat-
gut would be an almost ideal material, but when we
sterilize it, short of rendering it brittle, and conse-
quently useless, some few of the inner strands may not
be absolutely asemtic; and, in fact, not a few cases of
suppuration and even death have been directly trace-
able to the use of catgut ligatures. The cumol method
probably gave the best results, but for the past few
years he had had excellent results with the ordinary and
chromicized catgut as prepared by Van Horn, of New
York, especially when the smaller sizes were used.
When, however, the larger sizes of chromicized catgut
were employed, the sutures were not always absorbed,
but frequently gradually worked their way to the sur-
face of the wound and were then discharged. They
were not always sterile. Bacteriological tests made in
his service had shown that the knots and end of catgut
sutures, even when the wound had healed by first in-
tention, teemed with bacteria, and he felt sure that
chromicized catgut was responsible for many of the
skin infections encountered.

In one case of phlebitis following an amputation of
the cervix in which chromicized catgut, was used, he
was inclined to attribute this complication to the suture
material.
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